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A Life Safety Code Recertification and
State Licensure Survey was conducted by
the Indiana State Department of Health in
accordance with 42 CFR 483.70(a).

Survey Date: 10/11/12

Facility Number: 000195
Provider Number: 155298
AIM Number: 100267690

Surveyor: Mark Caraher, Life Safety
Code Specialist

At this Life Safety Code survey, Pyramid
Point Post-Acute Rehabilitation Center
was found in substantial compliance with
Requirements for Participation in
Medicare/Medicaid, 42 CFR Subpart
483.70(a), Life Safety from Fire and the
2000 Edition of the National Fire
Protection Association (NFPA) 101, Life
Safety Code (LSC), Chapter 19, Existing
Health Care Occupancies and 410 IAC
16.2.

This three story facility was determined to
be of Type II (222) construction and fully
sprinklered. The facility has a fire alarm
system with smoke detection in the
corridors and in all areas open to the
corridor. The facility has battery operated
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Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies

continued program participation.

are cited, an approved plan of correction is requisite to
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smoke detectors in all resident sleeping
rooms. The facility has a capacity of 135
and had a census of 72 at the time of this
visit.

All areas where residents have customary
access were sprinklered. The facility has
two detached buildings providing facility
storage which were not sprinklered.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 10/12/12.

The facility was found in substantial
compliance with the aforementioned
regulatory requirements as evidenced by
the following:
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K0052 NFPA 101
SS=C LIFE SAFETY CODE STANDARD
A fire alarm system required for life safety is
installed, tested, and maintained in
accordance with NFPA 70 National Electrical
Code and NFPA 72. The system has an
approved maintenance and testing program
complying with applicable requirements of
NFPA70and 72. 9.6.14
Based on observation and interview, the K0052 This Plan of Correction is this 10/11/2012
facility failed to ensure 1 of 1 fire alarm facility's credible allegation of
. . compliance.Preparation and /or
systems was maintained in accordance i .
. . . execution of this plan of
with the applicable requirements of NFPA correction does not constitue
72, National Fire Alarm Code. NFPA 72, admission or agreememt by the
1-5.2.5.2 states connections to the light provider of the truth of the facts
and power service shall be on a dedicated alleged or conclu3|o.n .set forth n
o L ] the statement of deficiencies.
branch circuit(s). Circuit disconnecting The Plan of Correction is
means shall have a red marking, shall be prepared and/or executed solely
accessible only to authorized personnel, because it is required by the
and shall be identified as FIRE ALARM provisions of federal and state
. law.K0052: Access to the fire
CIRCUIT CONTROL. The location of alarm system breaker will be
the circuit disconnecting means shall be locked. All residents have
permanently identified at the fire alarm the potential tobe
control unit. NFPA 72, 1-5.2.5.3 states an affected. The fire alarms
. . . system breaker will be locked by
overcurrent protective device of suitable maintenance staff at all times.
current carrying capacity and capable of The fire alarm system breaker will
interrupting the maximum short circuit be added to the maintenance
current to which it may be subject shall be WGEKIY PM to assure )
. . compliance. The fire
provided in each ungrounded conductor. alarm system breaker will be
The overcurrent protective device shall be monitored and reviewed for
enclosed in a locked or sealed cabinet compliance at the monthly QA&A.
located immediately adjacent to the point
of connection to the light and power
conductors. This deficient practice could
affect all residents, staff and visitors.
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Findings include:

Based on observation with the
Maintenance Supervisor during a tour of
the facility from 11:05 a.m. to 1:10 p.m.
on 10/11/12, access to the fire alarm
system breaker located in the first floor
Electrical Room by the Maintenance
Office was not locked. Based on
interview at the time of observation, the
Maintenance Supervisor acknowledged
access to the fire alarm system breaker
located in the first floor Electrical Room
by the Maintenance Office was not
locked.

3.1-19(b)
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